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Abstract
Concerns exist that the positive association of physical activity with better lung function,
which has been suggested in previous longitudinal studies in smokers, is due to reverse
causation. To investigate this, we applied structural equation modeling (SEM), an explor-
atory approach, and marginal structural modeling (MSM), an approach from the causal infer-
ence framework that corrects for reverse causation and time-dependent confounding and
estimates causal effects, on data from participants in the European Community Respiratory
Health Survey (ECRHS, a multicentre European cohort study initiated in 1991–1993 with
ECRHS I, and with two follow-ups: ECRHS II in 1999–2003, and ECRHS III in 2010–2014).
753 subjects who reported current smoking at ECRHS II, with repeated data on lung func-
tion at ECRHS I, II and III, physical activity at ECRHS II and III, and potential confounders at
ECRHS I and II, were included in the analyses. SEM showed positive associations between
physical activity and lung function in both directions. MSM suggested a protective causal
effect of physical activity on lung function (overall difference in mean β (95% CI), comparing
active versus non-active individuals: 58 mL (21–95) for forced expiratory volume in one sec-
ond and 83 mL (36–130) for forced vital capacity). Our results suggest bi-directional
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causation and support a true protective effect of physical activity on lung function in smok-
ers, after accounting for reverse causation and time-dependent confounding.
Background
Previous longitudinal population-based studies suggest a protective effect of physical activity
on lung function levels among active smokers [1,2]. However, the potential for reverse causa-
tion remains a common criticism, even in longitudinal studies, as both lung function and
physical activity vary over time, and previous lung function levels may have affected baseline
physical activity levels. This is further complicated by the possibility of time-dependent con-
founding, which is where a time-varying confounder (e.g., weight) is affected by previous levels
of the exposure (i.e. physical activity). One study reported that the role of time-dependent con-
founding in the association between physical activity and lung function was of negligible mag-
nitude, but did not consider the influence of diet, which is closely related to physical activity
and weight [3]. We investigated the potential role of reverse causation and time-dependent
confounding on the association between physical activity and lung function among active
smokers using repeated data from the European Community Respiratory Health Survey
(ECRHS). We used statistical techniques that, unlike standard statistical methods, provide
unbiased results in the presence of time-dependent confounding: structural equation modeling
(SEM)–an exploratory approach and marginal structural modeling (MSM)–a causal approach.
Methods
Study population
The ECRHS multicentre cohort study collected repeated detailed information on environmen-
tal, lifestyle and respiratory health factors from adults, who were sampled in 30 centres (located
in 13 European countries and Australia) and were evaluated in 1991–1993 (ECRHS I), 1999–
2003 (ECRHS II) and 2010–2014 (ECRHS III). Details of the study design have already been
published [4,5]. For this analysis, from the 1,578 subjects who had reported current smoking at
baseline (i.e. ECRHS II in our analyses), we excluded the 488 subjects without lung function
data at all ECRHS assessments, 62 subjects without physical activity data at both ECRHS II
and III, and 275 subjects without dietary data at either ECRHS II or III. A total of 753 subjects
from 18 centres were included in our study population (a flow-chart is provided S1 Fig in
online S1 File).
Lung function
Pre-bronchodilation forced expiratory volume in one second (FEV1) and forced vital capacity
(FVC) were measured at each survey according to American Thoracic Society recommenda-
tions [6].
Physical activity
At ECRHS II and III, information of usual vigorous physical activity frequency (never,�once
a month, once a week, 2–3 times per week and�4 times per week) and duration per week
(none, 30 minutes per week, 1 hour per week, 2–3 hours per week and�4 hours per week)
was obtained using interviewer-administered questionnaires, at the same time as when lung
function was measured. Participants were classified as either physically active if they had
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reported�2 times and�1 hour per week of vigorous physical activity, or non-active otherwise
[2]. This “active” variable thus represents a combination of physical activity frequency and
duration, and it has been shown to be associated with FEV1 and FVC in smokers from the
ECRHS [2].
Other relevant information
Data on sociodemographic and clinical variables, and other lung function risk factors, were
collected using questionnaires: sex, age at baseline (i.e. ECRHS II), age completed full-time
education (<17 years; 17–20 years; >20 years), occupation (management/professional/non-
manual; technical/professional/non-manual; other non-manual; skilled manual; semiskilled/
unskilled manual; other/unknown), childhood respiratory infection (yes/no) and occupational
exposure to biological dust, gas/fumes or pesticides (yes/no). Number of pack-years smoked
(calculated by multiplying the number of packs of cigarettes smoked per day by the number of
years the person has smoked), second-hand smoke exposure (yes/no) and menopausal status
in women (pre-menopausal/post-menopausal) were assessed at each survey. Dietary habits
were collected by food frequency questionnaire once, for two centres at ECRHS II and 16 cen-
tres at ECRHS III, enabling the derivation of the alternative healthy eating index (AHEI-2010
—a continuous measure of diet quality that is based on foods and nutrients predictive of
chronic disease risk, range 0–110) [7] at either time-point. Height and weight (and hence body
mass index (BMI)) were measured at each survey.
Statistical analyses
Fig 1 depicts the hypothetical causal relationships tested in this study. Because physical activity
was only assessed at ECRHS II and III, we considered, for both t = ECRHS II and III, the
cross-sectional association between usual physical activity (i.e. the assessment of average
Fig 1. Directed acyclic graph showing potential time-fixed and time-dependent confounders of the association between physical activity and lung function over
time in the ECRHS cohort.
https://doi.org/10.1371/journal.pone.0237769.g001
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physical activity overtime) at t and lung function at t as the causal effect of physical activity on
lung function, and the association between lung function at t-1 and physical activity at t as the
causal effect of lung function on physical activity.
The following variables were selected as time-fixed confounders in the analyses: sex, educa-
tion, age, age-squared, height, occupation, the AHEI-2010 score, childhood respiratory infec-
tion and centre. The following variables were selected as time-dependent confounders in the
analyses: number of pack-years smoked, second-hand smoke exposure and weight at t-1. As
the inclusion of BMI and menopausal status may compromise statistical power because of
their correlation with weight and age/age-squared, respectively, and the inclusion of occupa-
tional exposures compromised statistical power because of high missingness, the three vari-
ables were only considered as covariates in a sensitivity analysis.
We used generalized SEM (exploratory approach based on logistic and linear regression
models) to test the existence of the hypothesised relationships (i.e. “paths”) depicted in Fig 1,
and more particularly to investigate the bi-directionality of the association between physical
activity and lung function, controlling for time-fixed and time-varying confounders [8]. The
gsem command in STATA was used (more details are provided in the online S1 File). The
association of physical activity with lung function was measured by the difference in expected
lung function (β); the association of lung function with physical activity was measured by the
odds ratio (OR).
We used MSM, an approach from the causal inference framework, to investigate whether
the potential effect of physical activity on lung function remains after correcting for potential
reverse causation (i.e. the potential effect of previous lung function on physical activity that
may be suggested by the use of SEMs) and time-dependent confounding. MSMs were applied
using inverse probability weighting, which inherently corrects for "cumulative confounding"
throughout time, to allow the estimation of the causal effect of physical activity on lung func-
tion [9] by mimicking a hypothetical randomized experiment via the creation of a pseudo-
population in which exposed and non-exposed subjects are exchangeable within levels of the
available confounders [10] (more details, including STATA codes are provided in the online
S1 File). The effect of physical activity on lung function was measured by the β coefficient.
As sensitivity analyses: (1) we used weight truncation (i.e. we reset the value of weights
greater than the 95th percentile to the 95th percentile value and the value of weights lower than
the 5th percentile to the 5th percentile value)., and (2) those who had avoided vigorous exercise
because of wheezing or asthma at ECRHS II, as their inclusion may lead to an overestimation
of the true protective effect of physical activity on lung function; (3) we repeated the MSMs
analyses by restricting the study population to consistently active smokers throughout the fol-
low-up (i.e. subjects who had reported current smoking at ECRHS I, II and III), and (4) by
considering frequency of physical activity (�once a month, 1–3 times per week and�4 times
per week) and duration per week (�30 minutes per week, 1–3 hours per week and�4 hours
per week) as exposures of interest, in order to check the presence of a linear dose-response
relationship between physical activity and lung function.
Analyses were conducted using STATA v14.0.
Ethics statement
Ethical approval from the appropriate ethics committees was obtained by all centres participat-
ing in the ECRHS: Regional Committees for Medical and Health Research Ethics (REK Vest,
number 2010/759, date: 22nd march 2010) for Bergen (Norway); Ethik-Kommission der Bayer-
ischen Landesa¨rztekammer (number 10015, date: 8th June 2010) for Hamburg and Erfurt
(Germany); Comite´ E´tico de Investigacio´n Clı´nica del Instituto Municipal de Asistencia
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Sanitaria (number 2009/3500/l, date: 22nd June 2010) for Barcelona, Galdakao, Albacete,
Oviedo and Huelva (Spain); The National Bioethics Committee (NBCI, ref: VSNb2011090016/
03.11, date: 30th January 2015) for Reykjavik (Iceland); Regionala etikpro¨vningsna¨mnden
(number 2010/432, date: 12th January 2011 and number 2010/068, date: 24th March 2010) for
Gothenburg, Umea and Uppsala (Sweden); Research Ethics Committee (REC, ref: 11/LO/
0965, date: 7th July 2011) for Ipswich and Norwich (UK); Comite´ de protection des personnes
Sud Est V (ref: 11-CHUG-03, date: 3rd March 2011) for Bordeaux, Grenoble, Montpellier and
Paris (France). Written consent was obtained from all participants.
Results
Table 1 shows the main characteristics of the 753 participants included in the study (mean age
at ECRHS II: 41 years; female: 46%). Between 31% and 38% of these individuals were consid-
ered physically active over the study period. Compared to the subjects included in the study
population, those excluded were more likely to be women and to report an unknown/other
occupation, otherwise they were similar in terms of age, lung function, physical activity, smok-
ing and other characteristics (S1 Table in online S1 File).
Using generalized SEMs, positive associations of physical activity on lung function parame-
ters were found at both ECRHS II and III (difference in expected FEV1 (95%CI), active versus
non-active: 53 mL (12, 94) and 43 mL (1, 85); difference in expected FVC (95%CI), active ver-
sus non-active: 49 mL (0, 98) and 50 mL (6, 106); see Fig 2). We only identified positive associ-
ations of lung function at ECRHS I on physical activity at ECRHS II (OR (95% CI), 500 mL
increase in FEV1 1.34 (1.09, 1.66); OR (95% CI), 500 mL increase in FVC: 1.23 (1.04, 1.46); see
Fig 2).
The inclusion of BMI, menopausal status and occupational exposures as additional covari-
ates did not substantially alter our results.
Using MSMs, strong positive effects were found between being physically active and having
higher lung function levels (difference in expected FEV1 (95% CI), active versus non-active: 58
mL (21–95); difference in expected FVC (95% CI), active versus non-active: 83 mL (36–130);
see Fig 3). Similar effects were found when the MSM analyses were repeated using truncated
weights, suggesting that the magnitude of time-dependent confounding is relatively low (Fig
3). When we repeated the MSM analysis including only the 336 subjects who had consistently
reported being current smokers at ECRHS I, II and III, the estimated effects remained stable
although results lost statistical significance (Fig 3). When the MSM analyses were conducted
to investigate the effects of frequency and duration of physical activity on lung function, strong
linear positive relationships were found (Fig 4).
Discussion
This is the first longitudinal study among adult current smokers to investigate and report a
positive bi-directional association between physical activity and lung function, although this
finding was exploratory and not consistent throughout the study’s follow-up. The notion that
lung function impacts physical activity likely comes from the fact that exercise limitation is a
well-known consequence of respiratory conditions [11]. However, people with normal lung
function (as is the case for most of our sample) have a wide range of ‘potential’ physical activity
levels, and as physical activity is a behaviour, it is affected by many more factors other than
lung function alone [12]. Thus, it is possible that the bi-directionality between physical activity
and lung function can only be properly studied in other samples covering wider (i.e. including
the lowest) ranges of both parameters, such as in clinical studies.
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Table 1. Description of the study population (n = 753).
Time of assessment� ECRHS I ECRHS II (baseline) ECRHS III
Outcomes of interest (also considered as time-varying confounders)
FEV1 (mL), m (SD) 3.7 (0.8) 3.5 (0.7) 2.9 (0.7)
FVC (mL), m (SD) 4.5 (0.9) 4.3 (0.9) 4.0 (0.9)
Exposure of interest
Physical Activity
Active (%) - 30.7 38.0
Frequency (%)
�1 a month 49.7 44.1
1–3 times a week - 40.1 41.0
�4 times a week 10.2 14.9
Duration (%)
�30 min 48.1 46.2
1–3 hours - 39.0 34.1
�4 hours 12.9 19.7
Time-varying confounders
Number of pack-years smoked, m (SD) 13.1 (11.4) 21.5 (17.1)
Passive smoking (%) 78.8 65.2
Weight (kg), m (SD) 70.5 (13.3) 74.1 (14.7)
Menopausal status in women (%)
Pre-menopausal 96.1 84.2
Post-menopausal 3.9 15.8
Time-fixed confounders
Sex (%)
Female 45.5
Male 54.5
Education (%)
<17 years 22.1
17–20 years 34.6
>20 years 43.3
Age (years), m (SD) 41.4 (7.0)
Height (cm), m (SD) 170.2 (8.9) -
Occupation (%)
Management/professional/non-manual 26.6
Technical/professional/non-manual 18.9
Other non-manual 23.9
Skilled manual 13.6
Semiskilled/unskilled manual 13.0
Other/unknown 4.1
Alternative healthy eating index-2010±, m (SD) 50.4 (8.1) 50.4 (12.4)
Respiratory infection during childhood (%) 10.4
Occupational exposure to dust, gas/fumes or pesticides during follow-up (%) 53.4
m: mean; SD: standard deviation
�As shown in Fig 1, outcome data were considered at ECRHS I, II and III, exposure data were considered at ECRHS II and III, time-varying confounder data were
considered at ECRHS I and II, and time-fixed confounder data were considered only once (i.e. when available).
± The AHEI-2010 score was derived at ECRHS III for sixteen centres; two additional centres had dietary data at ECRHS II only.
https://doi.org/10.1371/journal.pone.0237769.t001
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This study also found a positive effect between physical activity and lung function after
removing potential time-dependent confounding and taking into account the association
between previous lung function and physical activity.
Several studies have found positive associations between physical activity [1–3,13–21] and
lung function levels in adults but most of them were cross sectional [15–17] or conducted in
specific populations such as COPD patients [18] or adults with asthma [19]. A few prospective
studies suggested a beneficial effect of physical activity on lung function in healthy adults
[2,13,20,21] or in the general population [1,3,14], although results are inconsistent in terms of
assessment of physical activity, length of follow-up or adjustment for potential confounders.
The evidence linking regular physical activity and improved lung function is growing and
appears to suggest stronger associations among current smokers [1,2]. Our results are consis-
tent with the results from a previous MSM analysis conducted in the Copenhagen City Heart
Study [3] and overcome some limitations by including dietary data. Our study also goes
Fig 2. Associations of physical activity with lung function over time estimated using SEMs in the ECRHS cohort. Cov t (time-varying confounders): number of
pack-years smoked, passive smoking exposure, weight. Cov f (time-fixed confounders): sex, education, age, age-squared, height, occupation, AHEI-2010 score,
respiratory infection in childhood, centre. NB: The inclusion of BMI (instead of weight), menopausal status (in addition to age and age-squared), and occupational
exposures compromised statistical power without substantially altering the results, thus they were not considered as covariates in the final models. β: difference in the
expected lung function measure comparing active versus non-active individuals. OR: odds ratio comparing the risk of being active versus non-active for each 500 mL
increase in lung function measures.
https://doi.org/10.1371/journal.pone.0237769.g002
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beyond that previous study by investigating more thoroughly reverse causation (i.e. studying
also the potential effect of lung function on physical activity) and including a more geographi-
cally diverse population with a wider range of exposures, outcomes and covariates.
The use of MSMs and the fact that the results were robust to sensitivity analyses and are
consistent with the literature [1,2] supports causal interpretation of the protective effect of
physical activity on lung function.
A major strength of this study is the use of two complementary approaches to address a
methodologically challenging research question. Other strengths include its longitudinal
design, population-based nature, broad geographical representation of participants, and the
availability of repeated measurements for outcome, exposure, and relevant confounders—
some of which (e.g. diet) were not considered before.
This study’s main limitation is that the design of the ECRHS, with questionnaires adminis-
tered ten-years apart, allowed only two cross-sectional estimations between physical activity
and lung function, which may not allow time-dependent confounding to be fully addressed.
However, it is worth mentioning that at the time of their lung function measurement, ECRHS
subjects were asked about their usual physical activity. Hence assuming that physical activity at
time t precedes lung function at time t seems reasonable. Moreover, as similar results were
found after excluding those who had reported that they ‘avoided vigorous exercise because
of wheezing/asthma’, suggesting that the positive effects found between physical activity and
lung function are not driven by these subjects, residual time-dependent confounding is less
likely to be an explanation. Another potential limitation is the information bias due to the
Fig 3. Effects of physical activity on lung function estimated using MSMs (main and sensitivity analysis) in the ECRHS cohort. β: difference in the expected lung
function measure comparing active versus non-active individuals. �Models included. number of pack-years smoked, passive smoking exposure, weight, sex, education,
age, age-squared, height, occupation, AHEI-2010 score, respiratory infection in childhood), and centre.
https://doi.org/10.1371/journal.pone.0237769.g003
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misclassification of physical activity, although this potential error is likely to have been non-
differential with respect to lung function, and thus would be expected to bias effect estimates
towards the null. No information was available for moderate physical activity, which may be
more beneficial for lung function [2], and no repeated information was available on body com-
position (only body weight). We cannot rule out the possibility that the exclusion of ECRHS
participants without complete information for this specific analysis might have biased our
findings. However, our analyses showed no relevant differences between the included and
excluded subjects. Finally, although many known confounders were accounted for, we cannot
rule out residual/unmeasured confounding, e.g. from socioeconomic status (adjusted for using
years of education) or dietary habits (only assessed once).
In conclusion, our results suggest bi-directional causation and support a true protective
effect of physical activity on lung function in smokers, after accounting for reverse causation
and time-dependent confounding.
Supporting information
S1 File.
(DOCX)
Author Contributions
Conceptualization: Annabelle Be´dard, Judith Garcia-Aymerich.
Fig 4. Effects of frequency and duration of physical activity on lung function, estimated using MSMs in the ECRHS cohort. β: difference in the expected lung
function measure. �Models included number of pack-years smoked, passive smoking exposure, weight, sex, education, age, age-squared, height, occupation, AHEI-2010
score, respiratory infection in childhood), and centre.
https://doi.org/10.1371/journal.pone.0237769.g004
PLOS ONE Physical activity and lung function—Cause or consequence?
PLOS ONE | https://doi.org/10.1371/journal.pone.0237769 August 20, 2020 9 / 11
Data curation: Vanessa Garcia-Larsen.
Formal analysis: Annabelle Be´dard, Anne-Elie Carsin, Elaine Fuertes.
Funding acquisition: Deborah Jarvis.
Methodology: Annabelle Be´dard, Anne-Elie Carsin, Elaine Fuertes, Simone Accordini, Shya-
mali C. Dharmage, Vanessa Garcia-Larsen, Joachim Heinrich, Christer Janson, Ane Johan-
nessen, Be´ne´dicte Leynaert, Jose´ Luis Sa´nchez-Ramos, Gabriela P. Peralta, Isabelle Pin,
Giulia Squillacioti, Joost Weyler, Deborah Jarvis, Judith Garcia-Aymerich.
Supervision: Judith Garcia-Aymerich.
Writing – original draft: Annabelle Be´dard, Judith Garcia-Aymerich.
Writing – review & editing: Anne-Elie Carsin, Elaine Fuertes, Simone Accordini, Shyamali C.
Dharmage, Vanessa Garcia-Larsen, Joachim Heinrich, Christer Janson, Ane Johannessen,
Be´ne´dicte Leynaert, Jose´ Luis Sa´nchez-Ramos, Gabriela P. Peralta, Isabelle Pin, Giulia
Squillacioti, Joost Weyler, Deborah Jarvis.
References
1. Garcia-Aymerich J, Lange P, Benet M, et al. Regular physical activity modifies smoking-related lung
function decline and reduces risk of chronic obstructive pulmonary disease: a population-based cohort
study. Am J Respir Crit Care Med 2007; 175:458–63. https://doi.org/10.1164/rccm.200607-896OC
PMID: 17158282
2. Fuertes E, Carsin A, Anto´ JM, et al. Leisure-time vigorous physical activity is associated with better lung
function: the prospective ECRHS study. Thorax 2018; 73:376–84. https://doi.org/10.1136/thoraxjnl-
2017-210947 PMID: 29306902
3. Garcia-Aymerich J, Lange P, Serra I, et al. Time-dependent confounding in the study of the effects of
regular physical activity in chronic obstructive pulmonary disease: an application of the marginal struc-
tural model. Ann Epidemiol 2008; 18:775–83. https://doi.org/10.1016/j.annepidem.2008.05.003 PMID:
18708291
4. Burney PGJ, Luczynska C, Chinn S, et al. The European Community Respiratory Health Survey. Eur
Respir J 1994; 7:954–60. https://doi.org/10.1183/09031936.94.07050954 PMID: 8050554
5. European Community Respiratory Health Survey II Steering Committee. The European Community
Respiratory Health Survey II. Eur Respir J 2002; 20:1071–9. https://doi.org/10.1183/09031936.02.
00046802 PMID: 12449157
6. Miller MR, Hankinson J, Brusasco V, et al. Standardisation of spirometry. Eur Respir J 2005; 26:319–
38. https://doi.org/10.1183/09031936.05.00034805 PMID: 16055882
7. Chiuve SE, Fung TT, Rimm EB, et al. Alternative Dietary Indices Both Strongly Predict Risk of Chronic
Disease. J Nutr 2012; 142:1009–18. https://doi.org/10.3945/jn.111.157222 PMID: 22513989
8. VanderWeele TJ. Invited commentary: structural equation models and epidemiologic analysis. Am J
Epidemiol 2012; 176:608–12. https://doi.org/10.1093/aje/kws213 PMID: 22956513
9. Robins JM, Herna´n MA, Brumback B. Marginal structural models and causal inference in epidemiology.
Epidemiology 2000; 11:550–60. https://doi.org/10.1097/00001648-200009000-00011 PMID: 10955408
10. Hernan M a. A definition of causal effect for epidemiological research. J Epidemiol Community Heal
2004; 58:265–71. https://doi.org/10.1136/jech.2002.006361 PMID: 15026432
11. Hopkinson NS, Polkey MI. Does physical inactivity cause chronic obstructive pulmonary disease? Clin
Sci 2010; 118:565–72. https://doi.org/10.1042/CS20090458 PMID: 20132099
12. Bauman AE, Reis RS, Sallis JF, et al. Correlates of physical activity: why are some people physically
active and others not? Lancet 2012; 380:258–71. https://doi.org/10.1016/S0140-6736(12)60735-1
PMID: 22818938
13. Pelkonen M, Notkola IL, Lakka T, et al. Delaying decline in pulmonary function with physical activity: A
25-year follow-up. Am J Respir Crit Care Med 2003; 168:494–9. https://doi.org/10.1164/rccm.200208-
954OC PMID: 12791579
14. Jakes RW, Day NE, Patel B, et al. Physical inactivity is associated with lower forced expiratory volume
in 1 second: European prospective investigation into cancer-norfolk prospective population study. Am J
Epidemiol 2002; 156:139–47. https://doi.org/10.1093/aje/kwf021 PMID: 12117705
PLOS ONE Physical activity and lung function—Cause or consequence?
PLOS ONE | https://doi.org/10.1371/journal.pone.0237769 August 20, 2020 10 / 11
15. Chen M, Huang C, Feng W, et al. C-reactive protein mediates the association between leisure-time
physical activity and lung function in middle-aged and older adults. BMC Public Health 2020; 20. https://
doi.org/10.1186/s12889-019-8028-y PMID: 31906909
16. Luzak A, Karrasch S, Thorand B, et al. Association of physical activity with lung function in lung-healthy
German adults: Results from the KORA FF4 study. BMC Pulm Med 2017; 17. https://doi.org/10.1186/
s12890-017-0562-8 PMID: 29282101
17. Han Y, Heo Y, Hong Y, et al. Correlation between physical activity and lung function in dusty areas:
Results from the Chronic Obstructive Pulmonary Disease in Dusty Areas (CODA) cohort. Tuberc Respir
Dis (Seoul) 2019; 82:311–8. https://doi.org/10.4046/trd.2019.0006 PMID: 31172706
18. Kantorowski A, Wan ES, Homsy D, et al. Determinants and outcomes of change in physical activity in
COPD. ERJ Open Res 2018; 4:00054–2018. https://doi.org/10.1183/23120541.00054-2018 PMID:
30083551
19. Brumpton BM, Langhammer A, Henriksen AH, et al. Physical activity and lung function decline in adults
with asthma: The HUNT Study. Respirology 2017; 22:278–83. https://doi.org/10.1111/resp.12884
PMID: 27696634
20. Cheng YJ, Macera CA, Addy CL, et al. Effects of physical activity on exercise tests and respiratory func-
tion. Br J Sports Med 2003; 37:521–8. https://doi.org/10.1136/bjsm.37.6.521 PMID: 14665592
21. Guo C, Bo Y, Chan TC, et al. Does fine particulate matter (PM2.5) affect the benefits of habitual physical
activity on lung function in adults: A longitudinal cohort study. BMC Med 2020; 18. https://doi.org/10.
1186/s12916-020-01570-5 PMID: 32398155
PLOS ONE Physical activity and lung function—Cause or consequence?
PLOS ONE | https://doi.org/10.1371/journal.pone.0237769 August 20, 2020 11 / 11
